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ANTIDEPRESSANT MEDICATION TABLE

ONGOING PATIENT ASSESSMENT AND MONITORING

. 1 S . VHA/DaoD Clinical Practice Guideline Management of ' i i — »
Refer to pharmaceutical manufacturer’s literature for full prescribing information : e . gel Symptoms of Major Depressive and Dysthymic D/O — “SIG E CAPS
Major Depressive Disorder (MDD) in Adults in the S Sleep disorder*
SEROTONIN SELECTIVE REUPTAKE INHIBITORS (SSRIs) Outpatient Mental Health Specialty Setting I Interest deficit
GENERIC BRAND NAME ADULT STARTING DOSE MAX BXCEPTION JAFETY MARGIN TQLERABILITY EFFICACY SIMPLICITY G Guilt, worthlessness*, hopelessness* regret
Citalopram Celexa 20 mg 60 nig Reduce dose No serious systemic| Nausea, insomnia E Energy deficit*; fatigue
Fluoxetine Prozac 20 mg 80 rpr the elderly & - & " 2% fer sedation, Eval f : : di d c C tration deficit*
- - those with renal Y headache, fatigue AM daily dosing| va u.aFe O.r serlous immediate needs . . ‘oncentration denct
Paroxetine Paxil 20 mg S0 Mg, hepatic substantial overdose{ gizziness, sexual Can be started Dangerousness, unsafe living situation, substance abuse, psychosis, untreated fnedica Appetite disorder* -either increased or decreased
Sertraline Zoloft 50 mg 200 g failure brug 'Imderic.“onls. may andoﬁili‘gc\t,:/%?gh[ 595490';59 rate £ on effective condition - handle as needed before continuing MDD assessment and treatnfent P Psychomotor retardation or agitation
" " - " " Incluade tricyclic s - 4 WKS o .
First Line Antidepressant Medication amidepreszams loss, sweating, Gl dc;se | v S Suicidality
Drth?] o thlsd_clatss dlﬁ%r substa;(n_ﬂa#)gor\] safety. toledrab|||t)L/J anfd |S'ImpIICIty \|Nhen' L:sedq o (Fj’at'(—mstarbamazgpme & dlrsérseilsess'str:ig]so,r' rmeey Note: To meet a diagnosis of major depression, a patient must have 4 of the symy
T T e tine. hae e loncer it tfo warfarin. agitation, anxiety. ~ Assess for MDD _ plus depressed mood or anhedonia for at least 2 weeks. To meet the diagno
aper gradually when discontinuing these medications. rluoxetine has the longer nali-lite. Use DSM-IV criteria for diagnosis; include other testing as neede dysthymic disorder the patient must have 2 of the 6 symptoms marked with an ast
e.g. Beck Depression Inventory, CES-D *) plus depressed mood for at least 2 years.
SEROTONIN and NOREPHINEPHRINE REUPTAKE INHIBITORS (SNRIs) (e.g B Y, ) (STAFIJD PERpSONS' Suicide risk fact Y
GENERIC BRAND NAME | ADULT STARTING DOSE MAX BXCEPTION JAFETY MARGIN TQLERABILITY EFFICACY SIMPLICITY The following must bepresent br at least two weeks: : - sulcide risk tactors
Depressed mood most of day, nearly every day At least one S  Sex: Males are more likely to kill themselves than females by more than 3 t
|afaxi " - . Comparable to BID or TID e fiaf ; y : 1% A Age: Older greater than younger, especially Caucasian males
Venlafaxine IR Effexor IR 75 mg 375 MGntormation Not| NO Serious systemic| SSRIs at low dose] dosi ith IR Markedly diminished interest or pleasure in activities one must be ; . . S
; toxicity. Nausea, dry mouth, osing with 1. D Depression: A depressive episode precedes suicide in up to 70% of cases
Available Y. > Yy | Daily dosin most of day, nearly every day present
i Downtaper slowly to insomnia, Response rate F Y 9 . . . . -
Venlafaxine XR Effexor XR 75 mg 375 g rovent clmioal somnolence, 2 -4 wks with XR. P Previous attempts: Most people who die from suicide do so on their first or
- - - - - — sigpnie;icsz,vithcda:azva| dizziness, anxiety,| (4 -7 days at | Can be started gt r-Weight loss when not dieting or weight gain or second attempt. Patients who make multiple (4+) attempts have increased
Dual action drug that predominantly acts like a Serotonin Selective Reuptake inhibitor at lo syndrome. ejac%?;t%ma;wlea .| 300 mgiday) [an effective dos decrease/increase appetite for future attempts rather than completion.
gose_sb?ndffadds the effect of an Norepmephtll_neASelecnvgIRe_IL_thakedlnh|b|tc_Jr at hégh doSest co, grug interactions|  ache, asthenia, . (75dr.“g)| Insomnia or hypersomnia E  Ethanol use: Patients who abuse substances are at increased risk for
ossible efficacy in cases not responsive to TCAs or SSRIs. Taper dose prior to discontinugation. sweating. immediately. orors Psychofliof. relBRTiBnih Agildiod suicide completion.
must be Fatigue; loss of energy R Rational thinking loss: Profound cognitive slowing, distorted perceptions,
SEROTONIN (5-H2A) RECEPTOR ANTAGONIST and WEAK SEROTONIN REUPTAKE INHIBITORS present Feeling of worthlessness, guilt psychotic depression, pre-existing brain damage.
GENERIC BRAND NAME [ ADULT STARTING DOSE MAX HXCEPTION SAFETY MARGIN TQLERABILITY EFFICACY SIMPLICITY Diminished ability to think or concentrate, indecisiveness S Social Support deficit: May be a result of illness, which can cause social
No serious systemic Recurrent thoughts of death, suicidal ideation. withdrawal, loss of job, loss of relationship, legal difficulties.
Nefazodone Serzone 200 mg 600 mgReduce dose | toxicity from OD. Can|  Somnolence icidal ol B O Organized plan: Always inquire about the presence of a suicide plan.
for the elderly &| interact with agents | dizziness, fatigue LSL“C' al plan or attempt . . :
. ' : ) N  No spouse: May be a result or cause of a depressive disorder.
those with renal that decrease dry mouth, nausea) BID dosing. ) . S
or hepatic arousal/impair headache, Responserate f o ooy Assess current MDD treatment if patient referred from S Sickness: Intercurrent medical iliness.
Trazodone Desyrel 150 mg 60019 "¢ e cognitive performancd  constipation, 2 4 wks equires dose rent °
and interact with impaired vision. titration. other provider; adherence, response, and side effects
] - ad’fe”gel:?;feaglgg‘j that Slégﬂgflg tsf;ucrflcliisoen MONITORING TOOL SENSITIVE TO WEEKLY CHANGES
Corrects sleep disturbance and reduces anxiety in about one week. Dressure. Y ¥ Center for Epidemiological Studies - Depression Scale (CES-D)
! : : ! L 5-item brief version developed as a screening instrument for patients of all
DOPAMINE and NOREPINEPHRINE REUPTAKE INHIBITORS (DNRIS) Pré’;"iztgd‘;‘izt;?g’ng's_f‘fs:ge?;r:‘ee?;gﬁ’“ons' and jointly choose therapy ages and 60 or over:
u i , late, |
GENERIC BRAND NAME ADULT STARTING DOSE MAX EXCEPTION $AFETY MARGIN TOLERABILITY EHFICACY SIMPLICITY Discuss cl)) - iricZﬁ Spu orted )S/ chotherapy: medication: combindtion
. . Reduce dose R - Emp Yy Supp psy Py ’ 1 For each of the following,please indicate how often you felt that way during tije
Bupropion - IR Wellbutrin - IR | 200 mg 450 M for the elderly & ) ) ) ) .
those with renal | Seizure risk at doses _ n past week, using the following ratin¢jfotal score of 4 or more is a positive
Bupropion - SR Wellbutrin - SR| 150 mg 400 g Uffahiﬁﬁzm higher than max. Rarely causes | Response rate =B'F? e’ L'i';g‘éz"s‘g . . - _ — depression screen):
Drug/drug interactiong sexual dysfunction. | 2 - 4 wks t?tration Provide therapy as planned with patient and interdisciplinary team Score for question 1 - 4 only
Sl e e AVENS—— - | Rarely o none of e tme lss than one day) 0
) , . . r:jo |mpr‘ct))\|/eme(;1_ in wze s, rei\{g ua e(i_tgon5| ering other reatmengs Some o a little of the time (L to 2 days) 1
- - — ANCROSSIIEHIICIAgN0oSeciCoOornia, condiions Moderately or much of the time (3 to 4 days) 2
TRICYCLIC ANTIDEPRESSANTS (TCAs) — Mainly Serotonin Reuptake Inhibitors If improving, continue current treatment up to 12 weeks Most or almost all the time (5 to 7 days) 3
GENERIC BRAND NAME ADULT STARTING DOSE MAX EXCEPTION $AFETY MARGIN TOLERABILITY EHRFICACY SIMPLICITY
Amitriptyline * Elavil, Endep * | 50 - 100 mg 300 Mg  Reduce dose Sedation, increased A Item# Question Score
Imipramine * Tofranil * 75 mg 300 mp S;;.“ﬁfi!”;;h[.c Serioulf ftOXiCig; an efarlgélt(:,]glrl?hec:gtl;tic ; ?ip\c,)\,lsse rate Can be given Expected remission around 12 weeks after initiation of therapy 1. | felt that | could not shake off the blues even with 0O1°Pp
Doxepin * Sinequan * 75 mg 300 g e resleéW rsc;n;tem : hypotenziont: cardiad Therapeuic QD. lxllloniltorft If remitted at 12 weeks, institute maintenance plan help from my family or friends
condauction serum level arte| i i i i i i
These antidepressants are not recommended for use in the elderly. clearance. Can caus¢  gicyhances, | Levels: one week of If improving, but not remitted, continue therapy with timetable for 2. | felt depressed 01 2|3
Highest response rates. TATCAs useful in chronic pain, migraine headaches & insomnia. multiple drug/drug | grrhythmia & wt | Imipramine treatment. expected remission 3 | Telt fearful 01 2
interactions. gain, dizziness, | 200-350 ng/mL| If not improving or not remitted after expected time exceeded, reevaluate, :
* Tertiary Amine Tricyclic Antidepressants (TATCAS). sexual dysfunction. considering other MDD treatments and possible undiagnosed comorbid 4, My sleep was restless 01 2|3
- - - — conditions -
TRICYCLIC ANTIDEPRESSANTS (TCAs) — Mainly Norepinephrine Reuptake Inhibitors Score for question 5 only
GENERIC BRAND NAME ADULT STARTING DOSE MAX HEXCEPTION $AFETY MARGIN TQLERABILITY EHFICACY SIMPLICITY ) ) ) ) Most of the time 0
Desipramine * Norpramin * 75 - 200 mg 300 fig Reduce dose Serious toxicity can Response rate|= Can be given Sp(_)nsored & p.roduced by the VA Employge Education System in cooperation with the Moderately or much of the time 1
_ _ for the elderly & result from OD. 2 - 4 wks ‘ QD. Qan start Offices of Quality & Performance and Patient Care Services and DoD. Some of the time 2
Nortriptyline Aventyl/Pamelor| 50 mg 150 mg thoosrehv;gt;ggnal Reserve Maprotiline ab [Qeélaspemlc ?;fqi::g\é?a?ecl)se VA access for guidelines: August 2001 ATIORM AL Rarely 3
failure a second-line agent| Generally Good Devsipr;amine Monitor sergfn http://www.ogp.med.va.gov/cpg/cpg.asp =
- - - — - due to risk of seizure DoD access for guidelines:
) 125-300 ng/mL{ level after one 9 5. | felt hoeful about the future. 01 23
Consider Desipramine or Nortriptyline first in the elderly if TCAs are necessary. at therapeutic & Nortriptylin% woek of hitp:/Awww.cs.amedd.army.mil/Qmo
* Secondary Amine Tricyclic Antidepressants (SATCAs) nontherapeutic doses. 50-150 ng/mL treatment. This screening instrument is derived from the CES-D (Lewinsohn, et al., 1997
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DSM-IV - COMMON MOOD DISORDERS (not inclusive)
DEPRESSNVNE DISORDERS

o

General Principles of Phamacotherapy

« No gent has been pven to be supér to another in éfcagy or
time to esponse

« Use vha has vorked for the péient in the past.

* The most common cause ot#ment filure is an inadeque
medicdion trial.

« If no responseta4-6 weeks,consider witching, combining or
augmenting the pharacotheapy.

* SSRIs a aents of frst choice due to ease of ysrore tolegble side
effects and saty in overdose

« Counsel pegnant vomen and those considley pregnang. The potential
risks and benéb of phamacotheapy must be veighed

Managing_Medication Side Effects
« Insomnia - Consider Dipheptiramine & HS or a bief trial of a
shot-acting non-adictive BZ receptor-binding aent,then eassess.
« Akathisia -Associdaed with never antidgressants. Consider @idg a
small dose of lonazpam (0.5 mg q HS)r propanolol(10-20 mg bid/tid)
* Sexual dysfunction - Common with all SSRIs and otheBupopion is
least lilely to produce this side &dct.

General Principles of Pgcotherapy

« Evidence-based psyothespies and antidgessant meditan ae
equaly effective for most psients acoss the speaim of dgressve
pdients seen in outpiant settingsand either medid¢eon or one of the
evidence-based pskiotheapies should be considst asifst line tea-
ment in most cases.

« Evidence-based psyotheepies br depression a all bief, focused on
current concers,and help the pgant lean new skills or alter ptiems
of behaior.

« Patients nust be actie psytiotheapy paticipants vho dtend sessions
consistentt and bllow through on action plans beéen sessions.

« If patient is not engged in theapy after 6 weeks or is wrse consider
antidgoressant medi¢@an as adition or altendive.

If patient is not impoved after 12 weks,medicaion should become a
component of gament.

« Combinaion of psytotheepy and medicion should be ted for
paients vho hase not esponded to eithepproad alone dung the
current gisode or vimo have responded il to combingion thespy in
prior episodes.

Evidence-basedl'ypes of Shot-Term Psychotherapy

« Intempersonal Psykotheepy

« Behavior Therpy

« Cognitive Therapy

« Shot-term Psythiodynamic Psyhotheepy. Less gidence
regarding this gproad is azailable

« Marital Therpy

WHAT YOU and YOUR FAMIL Y SHOULD
KNOW ABOUT DEPRESSION

* What is Major Depression?- An illness tha may be associted with bie
chemical dianges in bain function. Moe than just adeling of sadnesst
affects dg-to-day thoughtsfeelings,actions,and plysical well-being

« Myths - Major depression is not aitrial disoder, will usually not o avay on
its own and is not theasult of pesonal weaknesdaziness or lacof will power.

« Incidence - Depression is a common illnessfedting one out of very 20
people sometime in their éfime

« Risk Factors - Femalespeople with aifst-degree elaive with deressiona
history of drug or alcohol misuse or a hisyasf anxiety or eting disoders have
an inceased kance of heing depression.

* Treament Response Depression esponds wll to treament. Rople do gt
better

« Treament Options - Include antideressant medi¢#n, psycotheapy, or a
combindion of the two. Sometimes é&dment is done in pmary cae or
family practice and sometimes in a mental healthi@; depending on pur
individual citumstances.

« Outpatient vs Inpatient Care - Most people with daression a& successfull
ly treged as outpi#ents. Inpéient hospitalizon is generlly reseved for
paients with \ery severe symptoms.

¢ Consultation/Referral - Frequenty a teament team pproad is used A
combindion of treaments might wrk best, especialy if the deression is
severe or lasts a long time or thiedt treament did not verk well.

* Medications - Antidepressant medid¢mn takes a éw weeks to gt the full
effect. It won't work if you don't tak it consistenyl. Don't worry it's saé and
not adlicting.

« Medication Side Effects- Discuss side éfcts or other mblems with your
provider. Most poblems can beasohed

« Treament TakesTime - Be consistent. Sticto your treament plan. Bllow-
up with all stieduled ppointments. Bllow through on teament stes or
homevork assignments. Remembenedicdion must be takn as diected
including dosae, frequeng and length of time scibed

e Don't - Drink alcohol, self-medicte, or bame yurself. Talk with your
provider bebre making major lé decisions orfangs duing treament.

* Do - Get plenty of est,exercise ed regulatly, socializ.

¢ Suicide - Thoughts of deth often accompan depression. Discuss these
thoughts with wur povider. If your povider is not &ailable, seek immedie
emegeng cae or tell a tusted frend or elaive who can help gu get pofes
sional help ight avay.

« Communication - Work with your piovider. Discuss &ament optionsAsk
guestions bout teament and talk laout ary concens you ma have. Discuss
with your povider your feelings,actvity, slegp and eting patems, as vell as
unusual symptoms or gBical poblems.

* Recurrence- Depression mg be ecurent. Maintenance antigeessants or
booster theapy sessions mabe neededaf long-tem health.

DSM-IV Code | DIAGNOSIS DESCRIPTION / CRITERIA
A. Five (or moe) of the bllowing symptoms ha been pFsent dung the same taweek peiod and epresent a leange from
previous functioning; tileast one of the symptoms is either (1prdesed mood or (2) loss of ingst or pleaser
Note: Do not indude symptoms tha are dearly due to a gneral medical condition,or mood-incong uent delusions or hallucindions.
(1) depressed mood most of theydaeaty every day, as indicéed by either subjectie report or obsevation made b othes
(2) makedly diminished inteest or pleaserin all,or almost all actiities most of the da neaty every day, as indicéed by
either subjectie account or obseation made lp othes
Major (3) signifcant weight loss viaen not dieting or ®ight aain (a dang of moe than 5% of bogweight in a month)or
. decease/inaease in ppetite nedy every day
Depressve (4) insomnia or yipersomnia nedy every day
296.2x Disorder, (5) psydhomotor gjtation or retadation nealy every day (obsevable by othes, not meely subjectve feelings of estlessness
Single or being slaved davn)
Episod (6) fatigue or loss of engy nealty every day
pisode (7) feelings of verthlessnesspr excessie or ingpropriate guilt (which may be delusional) nebr every day
(not meely self-reproac or guilt &out being sik)
(8) diminished hility to think or concentte, or indecisvenessneaty every day,
(either ly subjectve account or as obsed ty othes)
(9) recurent thoughts of dela (not just &ar of ¢ing), recurent suicidal ide@gon without a speci€ plan,or a suicide gempt
or a specit plan or committing suicide
B. The symptoms do not meeiteria for a Mixed Episode
C. The symptoms causdirically significant distess or impament in socialpccupaonal,
or other impotant aeas of functioning
D. The symptoms &rnot due to the dict plysiological efects of a substance (dy of duse/medicaon)
or a generl medical condition (ypothyroidism).
E. The symptoms a&rnot better accountedrfby Bereaszement.
Major
Depressve i : . .
296.3x N Any condition dassifable as296.2tha is recurent. See laove desdption.
Disorder,
Recurrent
A. Depressed moodoi most of the dg for more dgs than notas indicéed Ly either subjectie account
or obsevation by othes, for & least tvo yeass.
B. Presencewhile dgoressed of tw or moe of the bllowing:
(1) poor @petite or wereding
(2) insomnia or ypersomnia
(3) low enepy or fatigue
(4) low self-esteem
(5) poor concentétion or difficulty making decisions
Dysthymic (6) feelings of hopelessness
300.4 Disorder C. Duiing the tvo year peiod the pegon has neer been without the symptomsAfor B for moie than 2 monthsta time
D. No Major Dearessve Episode has beengsent duing the frst two yeas of the disturbance; the disturbance is not better
accounteddr by chronic Major D@ressie Disoder or Major Deressve Disoder, in Partial Remission.
E. There has neer been a Manic Episogda Mixed Episode or a Hypomanic Episode arittia has neer been met
for Cydothymic D/O.
F. Disturbance does not occurcusively duiing couse of a bronic Psybotic D/O.
G. The symptoms arnot due to the dict ptysiological efects of a substance (dy of duse/medicton) or a gneal
medical condition (ppothyroidism).
H. The symptoms causdirdcally significant distess or impaiment in socialpccupaional or other impdant aeas
of functioning
DSM-IV 5th Digit Subclassification Codes: Add to 296.0 to 296.6 Were the "x" is located
0 Unspecitd | 1 Mild | 2 Modegte |3 Severe, No Psythotic Behaior |4 Seere, with Psytotic Behaior |5 In Fartial or Unspecied Remissi0r1 6 Full Remission

Treament manuals available for evidence-based pproacdhes to psybotherapy for depression:

COGNITIVE THERAPY:
Burns,D.D. (1999).Feeling good (R&.).
New York: New American Library.
Burns,D.D. (1999).The feeling.good handbook (Re).
New York: New American Library.
Gilson,M. & FreemanA. (2000).Overcoming depressionA cognitive
thempy_approad for tamirg the dgression BEAST
SanAntonio, TX: Psytological Comporation.

COGNITIVE-BEHA VIORAL THERAPY:
Lewinsohn,PM., Mufioz,R.,Youngen,M.A., & Zeiss,A.M. (1986).
Contol your deoression:2nd edition
Englevood Clifis, N.J.: Prentice-Hall.

INTERPERSONAL THERAPY:
WeismanM.M (1995). Masteing depression though intepersonal
psychothespy. SanAntonio, TX: Psydiological Comporation.
(includes a booklet of monitirg forms).
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